second. I asked Mr. Rix to look at the case, and he did not think the stigmata here were sufficiently marked to justify conclusions being drawn from them. Both Wassermann and Kahn reactions are negative, but that is only to be expected if this is a case of syphilis in the second generation.
Dr. F. PARKES WEBER said that this was one of the rare examples of genuine vitiligo associated with superficial sclerodermia. In most cases of vitiligo which he had seen there had been no evidence of syphilis. [JTnuary 20, 1938] Chauffard-Still-Felty Syndrome.-H. MACCORMAC, C.B.B., M.D. The patient, a man aged 22, is a native of Cyprus, and came to England in 1935. He has had no previous illness, except malaria. About a year ago he had swelling of the fingers and wrists, accompanied by pain, and shortly afterwards similar symptoms developed in the feet and ankles. Three months later oval red areas appeared over the knuckles, which have now become depigmented and atrophic; on the palmar surface of all the fingers the skin is thin and shiny.
Since the patient's admission to the Middlesex Hospital on 16.7.37 there has been a progressive increase of pigmentation, especially on the face, hands, elbows, and knees. There is a trace of pigmentation of the buccal mucosa. The face is somewhat swollen, especially under the eyes, where a reddish tinge shows through the pigment.
On 16.9.37 tenosynovitis of the wrists and forearms (flexor and extensor sheaths) and of the ankles developed.
Physical examination: No abnormal signs except palpable spleen and enlargement of epitrochlear, sub-occipital, and axillary lymphatic glands. Nervous system: Normal; ulnar nerves not enlarged. There appears to be some loss of sensation to pain and touch over the atrophic areas on the hands. X-ray examination: Lungs normal. No evidence of enlarged glands in thorax; no bony abnormality detected in hands, knees, or feet. Pituitary fossa within normal limits.
Blood-count, 20.9.37: R.B.C. 3,400,000; Hb. 75%; W.B.C. 4,500 (neutros. 74%; lymphos. 16%; monocytes 10%). AlatercountgaveW.B.C.7,000. Cultures and smears from the enlarged tonsils showed the usual mouth organisms but no haemolytic streptococci.
Sugar tolerance test: Curve normal. Fractional test-meal: Results normal. Sedimentation rate unusually rapid. Blood-pressure 110/60. Blood chlorides, 585 mgm. %; potassium 19 mgm. %; sodium 325 mgm. % (sodium-potassium ratio normal. In cases of suprarenal dysfunction a disturbance of the blood sodiumpotassium ratio may be found). This investigation was made in an endeavour to obtain some light as to the nature of the abnormal skin pigmentation.
Microscopical examination: A lymphatic'gland showed only simple lymphadenitis with follicular hyperplasia. A section of the skin over the elbow showed a pronounced deposit of melanin granules in the dermis.
The Wassermann, Mantoux, and gonococcal complement-fixation reactions are negative.
The credit for the diagnosis in this extremely puzzling case is due to Dr. Parkes Weber, who kindly saw the patient and gave me his authoritative opinion. It is therefore appropriate to quote his opening remarks in a communication to the Clinical Section in April 1937: " Felty's syndrome is a convenient term for the combination of symptoms of chronic or subacute rheumatoid arthritis in an adult, with enlargement of superficial lymphatic glands and spleen. Though the exact causation of the syndrome is not known, it is probably of chronic infectious nature and analogous to 'Still's disease' in children." 1 Proceedings, 1937, 30, 932 (Clin. Sect 32).
Felty's summary of his original paper is as follows' "Five cases, strikingly similar in their essential features are described, presenting an unusual, but unmistakable, clinical picture, characterized by arthritis, splenomegaly and leucopenia. The etiology is entirely obscure, though the various findings seem best accounted for as manifestations of a single disease process."
The present case appears to come into this group, presenting, as it does, the features which Felty describes, including glandular enlargement and pigmentation. It differs, however, in that the leucocyte count is normal, whereas in Felty's five cases leucopenia was a distinctive and constant feature. (Leucopenia, it may be mentioned, is not a feature of Still's disease.) The case differs also to some extent, 'from Felty's cases, in the pronounced cutaneous manifestations, especially. the extreme degree of pigmentation, the morphoea-like lesions on the back of the hands, and the loss of hair on the scalp.
Dr. PARKES WEBER said that he was not familiar with the association of cases of this class with definite skin symptoms. An important point in the present case was the microscopical examination of one of the supratrochlear lymph-glands, which showed no evidence of tuberculosis. He had hoped that a change-back from the cold damp winter of England to Mediterranean sunlight would be of help, but he had been rather disturbed by looking at the latest number of the Pres8e JVdicale, January 15, 1938, p. 85 . The first two cases discussed at the Algiers Medical Society were cases of the Chauffard-Still-Felty syndrome, and in each of them spleneotomy was performed. Therefore, evidently the Mediterranean climate could not be regarded as a certain cure. History.-Rash for past nine months on tips of ears, scalp, fingers, and chest, after exposure to cold. Bowels opened three times daily; some mucus and blood in the stools. When seen six months ago there were on the backs of the knuckles and tips of the ears, erythematous, raised, hyperkeratotic areas with plugged follicles. Over the chest and back the skin was red, and over the scalp there was some scaling. The diagnosis was lupus erythematosus. Two 0 01-grm. doses of solganol B were given and produced an exacerbation of the bowel symptoms. W.B.C. 12,000; differential count normal. Present condition.-There is an erythematous patch over the chest, with an atrophic area in the centre. If the skin is stretched, small follicular buff-coloured papules can be demonstrated. There are similar areas in the middle of the back.
Microscopical examination: The lesions on the knuckles show cadema of the papillary bodies, and vascular dilatation. In the lesions on the chest the connective tissue shows some condensation and homogenization and the elastic tissue is diminished in places. " The appearances are those one would expect to find in a superficial scleroderma or in dermatomyositis " (Dr. W. Freudenthal). Sigmoidoscopy: Ulcerative colitis; the mucous membranes are conge3ted and bleed easily. Skiagrams of chest and colon: No abnormality shown.
The stools contained haemolytic streptococci and paracolon bacilli. Agglutination tests for dysentery (Shiga, Flexner, and Sonn6) negative. Dr. G. B. Dowling thought that a form of dermatomyositis was a possible diagnosis, but there has been no history of muscular pains or stiffness, nor is there any muscular weakness, and there are no reflex changes.
Dr. H. MACCORMAC: I remember seeing a somewhat similar case several years ago. It was very puzzling in its initial stages, but eventually developed the characteristic appearance of pityriasis rubra pilaris. This may prove to be the eventual diagnosis in this
